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On September 10, 2007, the Department of
Health reCeived via faxed an incldent report
informing this office of Client #1 death,

-The incident report revealed that on September B,
2007, Client #1 was discoverad in his bed
unresponsive. Although attempts were made by
the facility's nurse to revive the client, the
Emergency Medical Services (911) was notified,
and subsequently the Medical Examiner

pronounced the client dead at the scene. = -3
Due to the nature of this incident, an on-site s |B25
investigation was initiated on September 10. — %;g;—}"‘
2007. The investigative finding determined that -~ | G=F
the facility failed to met federal requirements in - 15870
the conditions of Governing Body and ) _:3,-‘553 p
Management, and Hedlth €are Services. The ot
deficiencies identified in this report were based on =S
observations of nursing care practices, and w x 5-34
inteiviews with facllity direct care staff, o

administralive staff, medical/nursing personnel
and the day program staff. The findings were
also based on review of clinical and medical
records as well a review of the unusual Incldent
reports, '

NOTE: This report also fefiects incidental
deficiencies that may not be related to the client's
death. _

483.410 GOVERNING BODY AND W 102
MANAGEMENT

The facility must ensure that specific governing
body and management requirements are met.

LABORATORY DIRECTOR® DR PR SU REPREBENTATIVES BIGNATURE . ». TITLE - X&) DATE.
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Any deficiency statamanrending with an asters anotes a deficiency Which the Es't(mlﬂon M be e*.:usad from arredlng ‘mv&lr{g it is determined that
other safequards provide sufficient protection to nis. (See instructions.) Excapt for nursing hom &, the findings stetad above are disclosable 90 days
following the date of survey whether or not g plan of correction is provided. For nursing homes, the abov: findings and plans of corecton ame disclosable 14
days [ollowing tha date these documents are made availabla to the fadility, If deficiendies are cited, an & »proved plan of comection is requisite lo continued
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This CONDITION is nat met as evidenced by:
The govemning body fafled to maintain generat :
operating direction over the facility to ensure :
safety and to prevent neglect in accordance with
clients assessed needs (See W104);
The results of these systemic practices revealed
that the facility's Gaverning Body failed to
adequately govern the facility in a manner that
would ensure its clients' are provide with care and
treatment aecording to the agency’s policy and
protedures. :
W 104 | 483.410(a)(1) GOVERNING BODY W 104
Tha governing body rmust exercise general policy,
budget, and operating direction over the facllity,
This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility's Governing Body falled to
provided general operating direction over the
facility as described In the following:
. . All of the agency's nurses were tralned by the
1. The Govem;ng Body .fh'l.ed to ha_ve an RN supervisor'on the best nursing practices.
effactlve system of monitoring nursing practices, The nurses will follaw the agency’s nursing 10-17-07
ensure ongoing nursing training and ensure nurse protocol in accordance with the agency's
followed agency nursing protacel in aceordanca policies and procedures.
with the agency's policy and procedures. (See ;
W331, W322, W3s2, W368, W369, Was1, The RN has trained the LPN on the medication
\ wasgz] monitoring, documentation, storage and
| accountability. The RN has developped a system
2. The Govarning Body falled to have an fto monitor the medication. The LN will monitor
effective system effective system of managing the medication pass on the weekly basls for three
medications to include appropriate accounting consecutive months. The RN will monitor the
and storage of medication as detalled In the medicaﬁgn pass on a monthly basis for three
agencies palicy and procedures, [See Wa31, consecutive months.
FORM CMS-2587(0246) Previsus Versiohs Obsolele
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W 104 ntinued 2 In the future the agency nursing dept.will ensure
Contin w From page W 104 that the medications are stored as per agency
W365, W67, Wa77, ] : policies and procedures, and that there is a system
for the medication accountability in place,
3. The Goyerning Body failed to have an Refer to attachment #1

effective system to ensure that the faciity's
medication nurse followed infection control
pracedures in accordance with the agency's
policies and procedures. [See W377]

Ihe former medication nurse was terminated.
The current medication nurse was trained on the
nfection control during the medication pass. 10-16-07

1120 | 483.420(a)(7) PROTECTION QF GLIENTS W 130{In the future, the nursing department will
RIGHTS nsure that the infection control is implemented
fduring the medication pass.
The facility must ensure the rights of all clients. Refer to attachment #2

Therefore, the facility must ensure privacy during
treatment and care of personal needs.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure and encourage two of the four
clients residing in the facllity an opportunity to
exercise their rights to privacy.

(Client #2 and #3)

Thefinding includes:

The nurse failed o ensure each Client #2 and
Client #3's privacy as evidenced below;

During abservation the medication pass on
September 11, 2007 at appraximately 8; 24 PM
the medication nurse went inta Client #2 and

Client #3's bedroor to administer Client #2's b rospe i dorin s ey thet pivacy should
treatment to his toe nails. The nurse tum on the " [The medication should be given to the individual
overhead light and awakens Client #3. Client #2 way from the other consumers. Each facility

was laying in his bed awake, The nurse ' as a designated medication area.

administered topical treatment to Client #2 in the Il of the agency nurses have been trained on

presence of Client #3. There was no attempt by the nursing best practices, 0-16-07
the nurse to ehield Client #3 during this efer to attachment #3

treatment, At no time prior to the nurse n the future the agency will ensure that privacy
administering Cllent #2's treatment was the client s given during the medication pass as per the

FORM CMS-2567(02.00) Previcus Versione Obsalata Ever ID!8V2111 Fadifily [D: 08G177 I continuatlon sheet Page 3 of 24
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483.420(d)(1) STAFF TREATMENT OF
CLIENTS

The facility must develop and implement written
palicies and procedures that prohibit
mistreatment, neglect or abuse of the client

This STANDARD is not met as evidenced by:
Based on interviews and record verification, the
facility failed to establish and/or implement
policies that ensured the health and safety of one

of the six clients (Client #1) that resided in the
Tacility.

The findings include:

The facility failed to ensure policles and
procedures had been developed andfor
implemented to ensure client's safety and to
prevent neglect as evidenced below:

The finding includes:

The medication nurse failed to document a
medication error and destroy medication as
outlined in the egency’s nursing policy and
procedures as evidenced below:

1. During the medication administration on
September 12, 2007 at approximately 6:22 PM,

Refer to attachment #3
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W 130} Continued From page 3 W 130(
encourage to go o the medication room to allow
the client privacy.
- The mediactaion nurse was terminated by not
Finally‘. the nurse was observed to leave the implementing the nursing best practices.
bedroom without tuming off the overhead light. All nurses were inserviced on best practices, 10-16-07
| Client #3 had to get out of his bed and tumed off In the future, the nursing team will ensure that
the overhead fight ) privacy is given to client # 3 whenever he is in
W 149 W 149 |his bedroom.
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The medication nurse was observed to punch
Client #4 dosage of Risperdal 1 mg form the
bubble pack in emror. The nurse placed cup with
the pill on the shelf of the computer tahle.
Through-out the remainder of the medication
pass administration the nurse was observed to
leave the medication room on sevearal occasions
without securing this dosage of medication.

At no fime during or after the medication pass did
the medication nurse document her errar and/or
reconclle the medication administration records to
account for this medication, :

Review of the agency's Department of Nursing
poficy and procedure revealed that license
Nursing staff medication error classification
outlined the fgl}uwing:

Nureing staff are expeoted to document the error
in medication administration In the MAR and to
properly dispose of the medication by:

Crush and melt completely and flush down the
drain.

The nurse failed to communicate the emor to the
designated nurse who was on site, to propetly
sacure this pill for the safety from the the clients.
Client #3, Client %4, direct care staff and the

surveyor were in the area when the medication
was unsecured.

Note: It should be noted that the nurse did not
remove the unsecured dosage of Rispardal from
the computer table and was observed to prepare
to leave the facility. The surveyor alerted the

nurse just prior to har departure that she had left
the pill unsecured.

&t is this agency policy that all medication errors
re documented on the MAR, and that medicationsf
Fre properly disposed. Additionally the error must
be communicated to the designated nurse and
the RN. The medication nurse falled to implement
the policy regarding the medication error, and
consequently was terminated. :

¢: agency nurses were trained.

e RN will train the nurses on the quartety basis.
In the future the agency's nursing department
Will ensure that medications errors are handled
according to the policies and procedures.

Refer to attachment #4
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2. The designated nurse failed to destroy
medications in accordance with the agency's
policy and procedure as evidenced below:

On September 12, 2007 at 8:15 PM, intarview
with the designated nurse and a review of the
medication administration records revealed that
Client #4's Risperdal 2 mg medication was
started on Septamber 4, 2007. The Designated
nurse stated" | punched out the 4 dosages (8/1
through 8/4) to correspand with the start date of
the medication. When asked how he destroyed
the medication, he commented " threw them
away". Arequest was made to see the
documentation on file for the medicatlon disposal
howaver, the nurse was unable to provide
evidencs of the four missing pills.

3. The medication nurse failed to administer
Client %3 prescribed topical treatment medication
in accondance with the agency’s policy and
procedure as evidenced below:

During the medication adminlstration on
September 12, 2007 at 7:25 PM, the nurse failed
to administer Client #3's Ketoconazole Cream 2%
for affected skin area, Mjnerin Gream for
moisturizing and Desonitde 0.05% Cream for the
face as prescribed by the primary care physician.

Interview the medication nurse revealed that sha
thought she was finished with the medication
pass. Client#3 was to have receive these topkeal
frealments during the evening medication pass.

4. The facility's nursting staff failed to provide
preventative care in accerdance with Cllent #1's
medical condition. (See W322)

" {The designated nurse and medication nurse will
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- W 149 | Centinued From page 5 W 149

trained by the RN on a quarterly basis; this ris
fraining will focus on on the policies and procedu
Fegarding the nurses best practices.

[n the future the designated nurse will ensure
that the medications are disposed according to
he agency's policies and procedures, and that
é proper documentation is availble to show
vidence,

It is the policy of this agency that all medications
are administrated as prescribed. The current
medication nurse was inserviced by the designated
nurse. 10-16-07
The RN will train the nurses on a quartery basis
or as needed,

The designated nurse will review, and monitor
the medication administartion on a weekly basis
for 3 consecutive months. The RN will monitor

the medication pass on'a monthly basis for three
consecutive months.

Refer to attachment #1
[n the future the agency's nursing department

will ensure that the medications are administrated
Fs prescribed.

10-16-07

According to the agency's policles and procedures
the nurse needs to document, and report any
significant event related to the individual's

health and safety, The medication nurse was

FORM CMS-2567(02-89) Previous Varsions Obscista
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W P In the future the nursing department will ensure
148 Continued From page 6 W 149 that the nurses will report significant event related
- . to the individual's health and safety,
5. The facility’s nursing staff falled to ensure

fecion control policy and procadures were Refer to W 104 (3) P.3

ITD~16-07
implemented. (See W377)

All staff were trained on the signs and symptoms

6. The facility's direct care staff follow the bn iliness on March 2, 2007, All staff were
agency's policy and procedures of nofification of retrained on signs and symptoms of illness and | 10-09-07
medical personnel. (See W192) ) proper notification of the medical personnel.
W 159 | 483.430(a) QUALIFIED MENTAL W 1591 the future the $he agency wil ensura that the
r notify the medical personnel if the there a
RETARDATION PROFESSIONAL F:lai\ange In the individual's health status.
Bach client's active treatment program must be Refer to attachment #5

integrated, coordinated and monitared by
qualified mental retardation professianal.

This STANDARD is not met as evidenced by:
Based on interview and record review, the
facilly’s Qualified Mental Retardatlon
Professional (QMRP) failed to adequately

maonitor, integrate and coordinate each client's
aclive treatment.

The finding includes:

The QMRP falled to ensure that staff were trained
to implementation the agencies policies and
procedures of notification of medical personne!
for Client #1. {See W192]

V! 192 483.430(e)(2) STAFF TRAINING PROGRAM W 182 !

For employees who work with clients, training

must focus on skiiis and competencies directed
foward cllents' health needs.

This STANDARD is not met as avidenced by:
Based on observation, staff interview and record
review, the facllity failed to effectively train staff to

FORA? ©ME.2667(02-99) Previous Versione Obanlae Evant ID:6V2111
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implementation its policies and procedures of
nutification ot medical persannel for one of the
clients residing in the facility. (Client #1)

The findings include:

1. The facility failed to ensure direct care staff
implemented the agency's policies and
pr:gedurgs to mafm d].-actpom staff notified All staff were trained on the signs and symptoms
medical professionals as evidenced below: bn iliness on March 2, 2007. All staff were 10-09-07
retralned on signs and symptoms of lliness and
. . . proper notification of the medical personnel.
S:t‘hsgtztf??‘? ?;Jezélig%aattg:gg ?e!\:'.nb“;treg";go? [In the future the the agency will ensure that the

. . . Pk ! ! Ftaff notify the medical personnel in the there is
i el C Pt Y-l I e

efer to attac

described below:

Upon Staff #1's arrived for duty between 6:00 -
6:30 PM Client #1-was observed to ba his “normal
self' and was observed sitting in the medication
room talking with the medication nurse.

A approximately 7:30 PM (one hour later), Staff
#1 observed Cliant #1's to come down the .
stalrwell and walk over to dinner table very slowly.
Reportedly this was not usually behavior during
meal time,” Staff #1 explained that the client
“loved to eat and this was: not his normal
behavior.” Staff #1 stated that Client #1 set down
at the tabls and toék one bit of his dinner. He
then immediately took the bite of food from his
mouth and placed the un chewed food on the
dinner table. The staff carmmented with great
intensity to the surveyor, "He was slek!" The
client loft the table without eating his meal. Staff

#1 did not notify nursing or management staff of
the client's refusal to eat.

According to an interview with the Residential

P

—

FORM CM3-2567(02-84) Previcus Varsions Obsolela

Evant ID;8V2111 Facility ID: 09G177 Hf continuation sheet Page 8 of 24




10/02/2007 04:398 FAX 2024429430

WASHINGTCN, DC 20019

ERA Bo1z
PRINTED: 10/02/2007
NFPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDIC, ID SERVICES OMB NO. 0938-0391
Ve e o rerIcIENCIES {X1) PROVIDER/SUPPLIER/CLIA - (X2) MULTIPLE GONSTRUGTION (%3) DATE SURVEY
AND :LAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
. A. BUILDING c
096177 5. WING 09/12/2007
NAME CF PROVIDER OR SUPFLIER STREET AQDRES 3, CITY, §TATE. ZF CODE
11TH STREET, SE
RC M OF WASHINGTON 249 11TH '

(X4)iD
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1o
-4
DEFICIENCY)

PROVIDER'S PLAN OF CDRRECTION gﬂ
(EACH CORRECTIVE ACTION SHQULD BE ON
CROSS-REFERENCED TO THE APPROPRIATE

DATE

Vv 192

W 318

Continued From page 8

Director on 8/12/07 at 11:40 AM and tralning
record verification, Staff #1 was trained In signs
and symptom of iliness on March 2, 2007.

2. At approximately, 9:00 PM an 9/8/07, Staff #1
went Into Client #1's bedroam and abserved him
sitting on the side of his bed quitely rocking back
and forth, She commented, "He was swaating
very heavily," Staff #1 asked the cfient to take a
bath and he refused. At that time the staff gave
the rlient 8 ounce of water and encouraged him
to refufn to bed. Staff #1 reported that Client #1
had besn to a communty hospital's emergency
room three days ago (8/6/07) and was observed
ta have similar symptoms at that time. Interview
with the staff and the review of reconds falled to
provide evidence that the nursing or management
staff had bean nofify of the client’s health status,

On Septemﬁer 11, 2007 a note was observed
posted on the wall in the medication room that
raad: "TO: ALL RCM STAFF - Please notify the
nurse if any resident Is not fealing well, so that
he/she may be evaluated and treated.*

Review of the agency training log revealed that on
March 2, 2007 all staff were trained on the eigns
and symploms of liness. Review of the agenda
and signature sheet revealed that Staff #1 was
listed as a participant in that training.

483.460 HEALTH CARE SERVICES

The facllity must ensure that specific health care
services requirements are met.

This CONDITION 15 not met as evidenced by; |
The facility failed to provide adequate Health Care

W 192

Referto W 192 Pp. 8

Referto W 192 P. 8

Refer to W 192 P, 8

W 318

13-09-07

10-09-07

10-09-07
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Services as evidence in the deficiencles cited
throughmit this report.
Based on obiervation, interviews, and record Referto W 322 (1,2,3) P, 11&12 ° -16-07
reviewed, the facility failed to establish syatems to '
failed to ensure health services were provided to
meet the needs of the clients [See W322]; the Referto W322 (1,2) P.11 1p-16-07
facility failed to provide health care monitaring . o
and identify services that would ensure nursing | The RN has trained the LPN and medication
services were provided in accordance with dlients purse on the medication monitoring, y L0-16-07
nesds [See W331]; the facllity falled to ensure ey don and the importance of taking  10-
that each client's medication regimen was ézf?e‘r"gg ast't%"s :";n:";g’ @)
reviewegl by the pharmacist quanerlg [S?e W3g2}, In the future the nursing supervisor will ensure
the tfeaclllt‘yhfatlled to est;bl;sh a_ng.rr.ldau;lfmn a that the physicians orders are implemented as
medication rocoudomors maintalned [W3651 the prescribed.
m . ;
facility failed to have an organized system for
drug administration [W367); the facility failed to Rli nurses were trained on the medication
~nsure that Medications were adminlstered In monitoring, documentation and accountability,
accordance with physician's orders (W368]); the In the future the agency nursing departmant ~ 10-16-07
fecility falled to ensure that medication nurse will ensure that the medications are are _
administered prascribed medication with out emor dministered according to the agency's policy
[W369]; the facllity failed to ensure that drug and procedures.|
adminietration errors ware racorded [W375]; the Refer to attachment #1
facillty falled to ensure medication were stored - o o
under proper conditions of sanitation [W377]; the The facility nurs:eea; weltlhasdall of thet:gencys 0-16-07
sl el oo ruge under prper o e e docietn,
conditions of security W381]; the facility falled to aggtf;stzl;j e?d?‘:ime thtg imli-:vidual leaves ’tJhe '
e e B
[W382].
The results of these systemic practices results in
the demonstrated failure of the facility to provide
health care services.
Wi 422 | 4B3.460(a)(3) PHYSICIAN SERVICES W 322
The facility must pfovide or obtain preventive and
general medical care,
|__
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This STANDARD is not met as evidenced by:
Based on interview end record review, the facility
falled to ensure general and preventive care.
The finding includes:
The facility falled to ensure preventive care was ccording to the agency's policie';dand procedures
provided for Client#1 prior to his death In @ nurse needs to document, and report any
accordance with the agency's policy and gnificant event related to the Individual's
procedures as svidenced below: ealth and safety. The medication nurse was
. ’ erminated for failing to following the policies
. I d procedures.
1. Interview with the medication nurse on &/10/07 o nd best 0-16-07
at 5:40 PM revealed that she assessed Client #1 N,Lg’igf were trained on the nursing
on £/8/07 and noted that both his legs were n the future the nursing department will ensure
“swollen and tight". Although the nursing progress that the nurses will report significant event refated
notes dated'9/8/07 verified her assessment, the to the individual's health and safety.
recards failed to indicats that jha cliant's swollen All nurses have been inserviced on the nursing
legs were reported to the Primary Care Physician best practices.
(PCP) or the Registered Nurse.
2. Interview with the day program nurse on
£/11/07 at approximately 2:15 PM revealed that
the nurse spoke with Client #1's PCP via a Referto W 322 (1) P. 11 10-16-07
telephone conlact on 8/4/07 to report that Client
#1 was not fealing well According to the nurse
the doctor acked the nurse was the client's legs
swollen. The nurse informed the PCP that tha
Client's legs were not swollen at that tme.
3. Atelephone intarview with the primary care
physiclan on 9/19/07 at 11:20 AM revealed that
the physician was aware of the Client's swollen
legs. She indicated that the Clhient may have Referto W 322 (1,2) P. 11 10-16-07
been exhibiting signs of heart disease.
When guestioned about the facllity’s emergency
FORM ©M3-2567(02:98) Proviews Versions Dbsoicls Event 0:6v2114 Facility ID: 09G177
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notification protocol, The PCP was
knowledgeable and stated that the policy required
the designated nurse to contact her directly
during any health related concem especially
during a medical emefgency.

Review of the agency’s notification of medical
personnal palicy and procedures for nursing
assessments outlines that the nursing staff were
ta "communicate any concems to the Medical
Director, QMRP and Executive Program Director
immediately”. The nurse falled to communicate
1o her supervisor or the Medieal Directex that
Client #1's condition had change after her
assessment on 5/8/07,

483.460(c) NURSING SERVICES

The facility must provide clients with nursing
services in accordance with thelr needs.

This STANDARD Is not met as evidenced by:
Based on observation, Interview and record
review, the facility failed to provide nursing
services in accordance with the needs of the
dlients residing in this facility. (Clients #3).

The findings Include;

_ [
Interview and record review of Client #3's medical
records on September 14, 2007 at approximately
1:00 PM revealed that the client has physiclan
orders for vital slgns and weight were to be taken
at 7:00 PM monthly ahd document in the MAR.

| Further review of the MAR revealed that 9/11/07

the nurse was to have taken the vital sign during
the medication pass. Additionally. the nurse had
not documented any vital signs from the period of
May 2007 to September 2007 during the PM

W 322

Referto W 322 (1,2) P. 11

W 331

IThe RN has trained the LPN and medication
flurse on the medication monitoring,
ocumentation and the Importance of taking
the vital signs and weight.

- Jn the future the nursing supervisor will ensure
hat the physicians orders are Implemented as
presctibed.

Refer to attachment #6 (a)

19-16-07

10-16-07

T R8T (02-9%) Previcus Versions Obanlete

Evenl |D; av2114
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medication pass as ordered. According to the
review of the welght charts in the MAR the last
documentation Client #3's weight was in April
2007.

483.450())(1) DRUG REGIMEN REVIEW

A pharmacist with Input from the interdisciplinary

team must review the drug regimen of each client
at least quarterty,

This STANDARD is not met as evidenced by:
Based on staff Interview and record review, the
facility falled to ensure that each client's
medication regimen was reviewed by the
pharmacist quarterly, for one of the faur client
residing in the facillty. (Cllent#1)

.I'
The finding includes:

Interview with the nurse and review of the medica)
records revealed that Client #1 last
pharmacological review occurred on March 19.
2007. Acconding to the nurse, the next review
was o have occurred in June, 2007.

At the time of this death investigation, review of
the drug regimen revieM{ sheet failad to evidence
that the Phamnacist reviewed Client #1
medications for the naxt quarter June 2007 had

not occurred timely as required by this
regulations,

483.460()(4) DRUG REGIMEN  REVIEW
An Individual medication administration record
must be maintained for each client. :

This STANDARD is not met as evidenced by:

. W31

W 362

W 365

The last pharmacy review for dient #1 was
completed on 6-25-07.
Refer to attachment #7

Evart ID:BV2111

Facily 10: 090177

if eontinuation shoat Page 13 of 24




10/02/2007 04:42 FAX 2024420430 HRA ioaon

PRINTED: 10/02/2007
FORM APPROVED

STATEMENT OF DEFICIENCIES 1) PROVIDERISUPP oL CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORREGTION N ENTIFIGATON Moy ﬁ:w::j COMPLETED

— ¢
B WING 09/12/2007

09G177 :
NAW: (F PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCDE

‘ 249 11TH STREET, SE
R £: M OF WASHINGTON WASHINGTON, DG 20019

S

SUMMARY STATEMENT OF DEFICIENCIES s} PRIMDER'S PLAN OF CORRECTION X5)
FE):E)I!& {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROS5+REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

1 000 INITIAL COMMENTS 1000

On September 10, 2007, this office was notified
via fax ineldent report regarding the death of
Client#1 that occurred on Sepfember 9, 2007 in
the group home in which he resided.

An on-site investigation was initiated on
September 10, 2007 through' September 12,
2007. The licensure deficiencies cited in this
report were based oh observation of the
medication nurse, Interviews with facility direct
care staff, management and day program staff,
review of medical records and review of
habilitation records as well a review of the
unusual incident reports.

12021 3508.2 PERSONNEL POLICIES 1202

Each staff person shallhave a written job
description, which details each of his or her mejor

responsibllitles and duties and suparvisary
cantrol.

This Statute is not met as evidenced by.

Based on record review, the GHMRP failed to
have on file for review current job descriptions for
all employees, {

The finding inciudes:

[The Pm medication nurse was ter_mi_natc_ad 9-25-07
Review of the personnel files on September 12, [The Deslgnated nurse’s job description is
2007 at 1:00 PM revealed the GHMRP falled o Rt e a1 2507
ﬁ::;g:t%ﬁzggbaﬁ?&?g::? \;\cgtg::lel'?trse In the future tha provider will ensure that all of

- . . g lemployees job descriptiona are on file.
assigned to this facility.

1206) 3609.6 PERSONNEL POLIGIES 1206

: Each employee, prior to amployment and
'Health Regutaion Adminlstration .

TITLE . pEDATE . ¢

' LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
BTATE FORM

- e BvV2111 ¥ continuaton shaet 1of5
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annually thereafter, shall provide a physician * s
certification that a haalth inventory has been
performéd and that the employee ' s health status
would aliow him ar her to perform the required
duties.

This Statute Is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to ensure that each employes, .
prior to employment and annuatly thereafter,
provided evidence of a physiclan's certification
that documented a health inventory had been
performed and that the employee's health status

would allow him or her to perform their required
duties.

The finding includes:

Interview with the Qualified Mental Retardation

i . " Staff # 1 health certificate was on file at the
Professional and review of the GHMRP's corporate office; however she was terminated
personnel files on Saptember 12, 2007 at 1:10 on 10-03-07.

PM revealed the GHMRP failed to provide Refer to attachment #12
evidence that curent health certificates were on -
file for Staff #1. ’

In the future tha agency will ensure that all of ~ ©-25-07
the staff personat files are present in the facillty, .

and available upon request.
| 1222/ 3510.3 STAFF TRAINING _ 1222

There shall be conﬁﬁuous, ohgoing in-service
training programs scheduled for all personnel.

This Statute is not met as evidenced by:

Based on ohservations, intatview and record
verification, the GHMRP failed to ensure
continuous, angoing in-sarvice training programs
ware conducted for all personnel.

The findings include:
Health Regulation Adminiskaton
STATE FORM
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1. The facility failed to ensure direct care staff
implemented the agency's policies and
pracedures to ensure direct care staff notified
medical professionals as evidenced below:

On September 12, 2007 at 10:10 AM, interview
with Stafi #1 revealed that on September B, 2007,
during the 3:00 PM - 11:00 PM shift, the staff
hated changes in Client #1 health status as
described helow:

Upon Staff #1's arrived for duty between 6:00 -
6:30 PM Client #1 was observed td be his
"normal self* and was abservad sitting in the
medication room talking with the medication
nurse,
At approximately 7:30 PM (one hour later), Staff
#1 observed Cllent #1's to come down the ) .
s Il staff were trained on the signs and mptoms
stalrwell and walk over to dinner table very slowly. il on March 2, 2007. Al Staff were 1ot
Reportedly this was not usually behavior during by the designated nurse on the sqns and wpmt:,jF
teal time. Staff #1 explalned that the client bf illness, and proper notification when the client's
"loved to eat and this was not his norma! health statys changes.
behavior." Staff #1 stated that Client #1 set down Refer to attachment # 5
at the table and took one bit of his dinner. He

then Immediately toak the bite of food from his

In the future tha agency will ensuré that the staff
mouth and placed the us chewsd foodonthe |- notify the nursing or management when the
dinner table, The staff commented with great Hient health status changes,

intensity io the surveyor, *He was sickl" The
client feft the table withiout eating his meal, Staff
#1 did not notify nursing or management staff of
the client's refusal to eat.

10-09-07

According to an interview with the Residential
Director on 9/12/07 at 11:40 AM and training
record verification, Staff#1 was trained in signs
and symptom of iliness on March 2, 2007.

12, At approximately, 8:00 PM on 918107, Staff #1
Heallh Regulation Administration :

STATE FORM
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went into Client #1's bedroom and observed him
sitting on the side of his bed quitely rocking back
and forth. Sha commented, "He was Sweating
vely heavily." Staff #1 asked the client to take a
bath and he refused. At that time the staff gave
the cllent 8 ounce of water and encouraged him
to return to bed. Staff #1 reported that Client #1
had been to a community hospital's emergency
room three days ago (9/6/07) and was obsarved
to have similar symptoms at that time. Interview
with the staff and the review of records failed to
previde evidance that the nursing or management
staif had been notify of tha clients health status,

On September 11, 2007 a note was observed
posted on the wall in the medication room that
read: "TO; ALL RCM STAFF - Please notify the
nurse if any resident is not Teeling well, 50 that
he/she may be evaluated and treated *

- All staff were trained on the signs and symptoms
Review of the agency training log revealed that Ef illness on March 2, 2007. All staff were retrained 10-09-07
on March 2, 2007 all staffware traingd on the Y the designated nurse on the signs and sypmtorms

Signs and symploms of lliness. Review of the pf lliness, and proper notification when the client’
agenda and signature sheet revealed that Staff :

o health status changes.
#1 was listed e a participant in that training, Refer to attachment # 5

1227| 3510.5(d) STAFF TRAINING 1227 fn the future tha agency will ensure that the staff
. : P natify the nursing or management when the

Each training program shall include, but not be llent health status changes.

limited to, the follawing:

(c) Infection control for staff ang residents;

This Statute is not met as evidenced by:
Based on interview and record review, the
GHMRP failed to have on file training for the

Refer to W 149 p,7 10416-07
medication nurse in infaction control

The findings include:

Haallh Regulaton Adrministration
STATE FORM :
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See Federal Deficiency Report Citation W377
1370| 3519.1 EMERGENCIES 1370
Each GHMRP shall maintain written policles and
procedures which address emergency situations,
including fire or general disaster, missing
persons, serious iliness or trauma, and death,
This Statute is not met as evidenced by:
Based on observation , interview and record
review the GHVRP falled 1o ensure that the staff
and nursing personnel followed the agency
policies and procedures on emergencies.
The finding include:
/" . _ . .
3ve§1l;ederal Deficiency Report Citation W104, Referto W 104 P.3 IE,HG 07
Referto W 318 (1,2,3) P.11 10-16-07
{
{
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Based on staff interview and record reviews, the
facility failed to establish and maintain a systems
that ensures that an individuals medication
records were maintained for two of the four

clients that are entrusted fo the facility. (Client 23
and #4)

The findings inciude;

1. The facility failed to ensure its system for
documentation of Client #3's medication
administration in accordance with the agency’s

palicy and procedures as evidence by the
following:

Review of Client #3's Medication Administration
Rerord (MAR) atter the medication pasy
observation on September 11, 2007 at
approximately 6:15 PM revealed that on 9/8/07
the client's nosn dosage of Hydroxyzine 25 mg
had not been signed as belng adminlstered.

Intarview with the designated nurse on 9/12/07 at
approximately 11:45 AM revealed that the
weekend nurse failed to sign that the medication
was administered. Review of the medication
bubble packed evidence no pill in the slot
deslgnateq for the noon dosage for 9/8/07.

2. The facllity failed to enéure its system for
documentation of Client #4's medication
adminlstration in accordance with the agency's
policy and pracedures as evidence by the

| following:

Review of Client #4's Medication Administration
Record (MAR) after the medication pass
observation on September 11, 2007 at
approximately 6:16 PM revealed that on 8/8/07

W 385}

All nurses were trained on the medication
monitoring, documentation and accountability.
In the future the agency nursing department
Jwiil ensure that the medications are
administered according to the agency's policy
and procedures,|

Refer to attachment #6 (b)

H’he facility nurse as well as all of the agency's
hurses were trained on the documentation.

A release of responsibility form will be completed
-] accurately each time the individual is on leave.

0-16-07

10-16-07

FORM NIS.2567/02-88) Pravious Versiors Obedte

Event 1D:8v2111
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the client's noon dosage of Buspirone 10 mg had
|| not been signed as being administered.

Interview with the deslgnated nurss on 9/12/07 at
3pproxifately 11:45 AM revealed that the
weskend nurse failed t sign that the medication
was administered. Review of the medication
bubble packed for that date evidence no pill in the
slot designated for the noan dosage for 8/8/07.

Review of the medical record indicated 2 Leaye of
absence form for 8/8/07, however staff indicated : E

that Client #4's mother did not arrive at the facilty Refer to W 365 P. (1) P. 607
fo pick him up until after 5:00 PM in the evening.
Additionally, the nurse failed to sign, date and
place the time an the release of responsibility
form for Client #4's mother who was given his
medication to administered during his homne visit,

3. There was na evidence that the facility had an
organized system for drug administration utilizing
the bubble pack to ensure accuracy and
accountability of medications in accordance with
the agency's palicy and procedures.

Observation of the medieation pass on
September 11, 2007 at epproximately 6:15 PM
revealed that the medication nurse punched
Client #4's Risperdal 1 mg medication from the

. - . A All the agency nurses were trained oh the Do
bubble pack into a paper cup and immediatsly medication administeation utilizing the bubble  {0-16-07 -
afterwards commented; *This is the wrong pack to ensure the accuracy, and accountability
medication". She was then observed to place the of medications. All discontinued medications

cup with the pilt on the side of the computer table. Wwill be removed from the cabinet assoon as

The nurse was observed to remove a second possible.

bubble pack of pills from the medication closet Refer to attachment #8

The nurse punch out the second pill and then N the future the agency's nursing department
administered the medication to Client #4. Review ill ensure that the drug administration using the

of the second bubble packaging revealed that this bubble pack is utilized effectively, and that the
medication was Risperdal 2 mg. discontinued meds are removed promply,
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Interview with the Designated nurse revealed that
that the nurse was not 1o have punchad the
Risperdal 1 mg desage and commentad,*Thig
bubble package had been removed from the
medication closet”

Review of the Medication Administration records
revealed the Risperdal 1 mg dosage had been
discontinued on 9/5/07, howaver, the medication
dosages for 8/5, 8/6, 9/7, 9/8 9/9 and 9/10 were
missing from the bubble packaging. Further
review of the MAR did not evidence an sccurate
accounting for this missing pills.

4. Observation of the medication pass on
September 11, 2007 at approximately 6:16 PM
révealed that the medication nurse punchad
Client #4's Risperdal 2 mg medication fram the
bubble pack. -

Interview with the Designated nurse revealed that
this dosage of medication was started on 9/5/07.
The Designated Nurse stated | punched out the
dosage for 9/1, 9/2, 9/3 and 9/4 0 that the start
riate on the bubble packaging would correspond
with the physician ordered start date” The
surveyor requested fo see the agency Drug form
used in documenting the #lisposal of the four
dosages of Risperdal. The Designated Nurse
was unable to produce any documentation

accounting/reconciling the missing Risperdal
medication,

Review of the MAR and the nurses noteson .
9/12/07 failed to evidence that the nurse had
ducinent the disposal of the foyr missing
Risperdal pills,

483:460(k)(1) DRUG ADMINISTRATIPN

W 365

Refer to W 365 P, 15 (3)

'

Refer to W 365 P. 15 (3)

W 368

1%-16-07

1p-16-07
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The syétem for drug administration must assure
that all drugs are administered in compliance with
the physician's orders.

This STANDARD s not met as evidenced by:
Based oh observation, intefview and record
review, the facility failed to ensure that _
medications were administered in accordance
with physician's orders for one of clients who
resided In the facility. (Clients #3)

The finding includes:

The facllity's medication nurse failed administer
medications prescribed by the primary care
physiclan in.accordance with the agency’s policy

and procedure.

'

The finding includes:

During Client #3's medication administration on
September 12, 2007 at approximately 7:52 PM,
The medication nurse was observed to remove
from the medication cabinet four topical
medications.

Review of tha'-physlclan’s order dated August 1,
2007 revealed that Client #3 was to have received
the following fopical treatment during the evening
medication pass:

1) Erythromycin 2% Solution Apply to affected
area of beard BID
2) Laprox Shampoo to scalp 2 X week

Jd) Lachydron 12% Lotion Apply to scaly areas of
the leg BID

4) Desonide 0.5% cream Apply to affected area

W 368

Refer to W 149 (3) P. 6
Refer to attachment #6

10-16-07
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of face BID

However only the (1) Erythromycin 2% cream to
the ear and neck and the (2) Amiactin 12 % lotion
was applied to both lege during the medication ,
pass. After applying this medication, she stated
"I'm finished and placed all 4 medication back in
the medication closet.

Review of the MAR for September 2007,
however, revealed that Client #3's toplcal

treatment medications for administration were gs
follows:

1) Ketnconazole Cream 2% apply to affected
area twice daily

2) Minerin Craam apply dally to skin for
moisturizer

3) Desonide 0.6% Cream Apply to dry area of
face every day in PM

The'medication listed on the physician order , the
MAR and the medication administered by the
nurse did not coincide, 1. The medication nurse
administerad the Amlactin 12% solution during
the med pass, however this medication was not
list on the physician erder, 2. Client #3's
Ketoconazole Cream 2% was to have been
administered twice dally, however review of the
MAR revealed that for the month of September
indicated that this medication was not being
administered consistently and was not
administered during the medication pass as
ardered. 3. The Minerin Cream and the Desonide
Cream which was prescribed for the PM had not
been adminlstered either during the medication
pass as ordered,

483.460(k)(2) DRUG ADMINISTRATION

W 368

W 369

Refer to W 149 (3) P. 6
Refer attachment #6 (b)

—

10-16-07
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The system for drug administration must assure
that all drugs, Including those that are
self-administerad, are administered without error,

—

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility falled to ensure that medication
nurse administered prescribed medication with
out error, for ong of the four client's residing In the
faciltty. (Client #3)

The finding includes:

During Client #3's medication administretion on
September 12, 2007 at approximately 7:52 PM,
The medication nurse was obsetved to rermove
from the medication cabinet four topical
medications.

Review of the physician's order dated August 1,

.| 2007 revealed that Client #3 was to have recsived

the following topical treatment during the evening
medication pass:

1) Erythromycin 2% Solution Apply 1o affected
area of beard BID

2) Laprox Shampoo to scalp 2 X week

3) Lachydron 12% Lotionr Apply to scaly areas of

|thelegBID i

4) Desonide 0.5% cream Apply to affected area
of face BID

However only the (1) Erythromyein 2% eream o
the ear and neck and the (2) Amlactin 12 % lotion
was applied to both lege during the medieation
pass. After applying this medication, she stated
“I'm finished and placed all 4 medication back in
the medication closet

W 389

Refer to W 149 (3) P. 6
Refer to attachment #6 (b)

10-16-07
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Review of the MAR for Septamber 2007,
however, revealed that Client #3's toplcal
treatment medications for administration were as
follows:

1)- Ketoconazole Cream 2% apply to affected
area twice daily

2) Minerin Cream apply daily to skin for
moisturizer

3) Desonide 0.5% Cream Apply to dry area of
face every day in PM

The medication listed on the physiclan order , the
MAR and the medication administered by the
nursg did not coincide. 1. The medication nurse
administered the Amlactin 12% solution during
the med pass, however this medication was not
list on the physician order, 2, Client#3's
Kataconazole Cream 2% was to have been
administered twice daily, however review ofthe
MAR revealed that for the month of September
inditated that this medication was not belng
administered consistently and was not
administered during the medication pass as
ordered. 3. The Minerin Gream and the Desonide
Cream which was prescribed for the PM had not
been administered either during the medication
pass as ordered.

483.450()(1) DRUG STORAGE AND
RECORDKEEPING

The facility must store drugs under proper
conditians of sanitation.

This STANDARD Is ngt met as evidenced by:
Based on abservation and interviaw the facil
falled to ensure medication were stored under

W 368

Referto W 149 (3) P. 6
Refer to attachment #6 (b)

W 377

1p-16-07
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proper conditions of sanitation,

The ﬁndigg includes:

The faciity's medication nurse failed to ensure
safe Infection control practices during the
medication administration In accordance with the
agency’s infaection control policy and procedures
as evidenced below:

1. On Septembar 11, 2007 at approximately 6:22
PM, the medication nurse was observed to reach
in the medication closet and remove Client #4
Glycolax and place scoop in his water. The nurse
was observed to search for the tap for the
mixture, however she was not able to find the top
to secure the medication from contamination.
The nurse was then observed to place a
medication cup loasely on fop of the bottle and
put the mixture back into the medication closet.
There was no evidence that this medication was
seal to ensure its continued potency.

| 2. During the medication pass on September 11,

2007 at approximately 6:55 PM the medication
hurse was observed to administer Client #3's
medication In his medication cup. After the ciient
to had taken his medication he passed the cup he
used to the nurse. The nyrse was observed
place the dirty medicine céip onto the stack of
unused/clean medicine cups. The nurse realized
that she had contaminating the medicine cups,
but énly removed the top cup she place on the
stack and threw it away. - The falled to discard
the other contaminated medicine cups but plaged
them baick in the medieation closet,

483.480(1)(1) DRUG STORAGE AND
RECORDKEEPING

W 377(

W 381

coubizon
QATE

1t is important to note that the facility medication
nurse was terminated for not using the nursing
best practices,

All of agency's nurses have been inserviced on
the infection control according to the policy and
procedures, 1
Refer to attachment # 2
In the future the agnency's nursing department
will ennsure that the infection control procedures

are implemented during the medication pass.

Refer to W 149 (1) P. 4,5 10

D-16-07

16-07°
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The facility must store drugs under proper
conditions of security.
This STANDARD s not met as evidenced by:
Based on observation and staff interview, the
facility failed to store drugs under proper
conditions of security.
The finding includes:
The facility falled fo ensure that sach glient's
‘| medications and topical treatment medication
were sacured in accordance with the agency's
policy and procedures as evidence by the
following:
1. During the medication administration on Currently all medications are kept on a locked
September 12, 2007 at approximately 6:22 PM, cabined. All nurses were trained on the
The medioation nurse was observed to leave the medication storage. 10-16-07
medication cabinet open and unlocked to go into Refer to attachment #9
the bathroom. Client #4 and the surveyor were in Inthe future the nursing department will ensure
the-area when the medication cabinet was that the medications are stored according to the
unsécured. gency's policies and procedures.
2. During the medication administration on urrently all medications are kept on a locked
September 12, 2007 at approximatsly 6:22 PM, binedu.yAlI nurses were tmlnedpon the :
The medication nurse was observed to leave medication storage. . 0-16-07
several topical medication for Client #3's Refer to attachment #9
treatment on the cpmpute[ tablg unsecured and nthe future the nursing department will ensure
left the room for séveral minutes. Client #3 and at the medications are stored according to the
the surveyor were in the arsa when the gency's policies and procedures,
medication cabinet was unsecured.
3: During the medication administration on
Septamber 12, 2007 at approximately 6:22 PM,
The medicalion nurse was observed o pour
Client #4 dosage of Risperdal 1 mg plll in error
FORM CRiS-2657(02.00) Previous Versions Obaolgin Event ID:8v2111 Faglity 10 0eG177 . If continuation sheet Page 22 of 24
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and stated This is the wrang medication”. The
nurse then placa the paper cup with the pill on the
shelf of the computer table. Through-out the two
and half medication pass the nurse was observed
to leave the madication room on several
occasions without securing this dosage of
medication. At no time during or after the
medication pass did the medieation nurse retum
to the computer table to secure this pill for the
safety of the client and others. Client#3, Clisnt
¥4, direct care staff and the Sulveyor were in the
area when the medication was unsecured,

Note: It should be noted that the nurse prepared
ta leave the facility and the surveyor alerted the
nurse just priof to her departure that she had left
medication in the medication room on the
computer table unsecured. -

483.460())(2) DRUG STORAGE AND
RECORDKEEPING

The facility must keep all drugs and biblogicals
locked except when being prepared for
administration,

This STANDARD Is notmet as evidenced by:
Based on abservation, the facilty failed to keep all
drugs and biologicals locked securely when nat
being prepared for adminlstration.

The findings include:

On September 11, 2007 at approximately 8;16
the medication nurse was observed to leave
Client #3's topical medication for his skin
traatment on the computer table unsupervised
and left the room and went into the bathroom.

The nurse also left the medication cabinet open

wasty

Refer to W 381 (1,2) P 22

W 382

Refer to W 381 (1,2) P 22

10-16-07
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at approximately 8:30 and went into the client
Client #2's bedroom. Additionally, Client #4's
medication in which she had punched in error
was lefi on the computer shelf unsupervised and
was not destroy as required by the agency's
pollcy and procedures.
There was no evidence that the medication nurse
ensured the all the client's medications were Refer to W 381 (1,2) P 22 1 P-1e-o7
consistently and properly secured.
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The criminal backgraund check shall disclose the
criminal history of the prospective employes or
contract worker for the previous seven (7) years,
in all jurisdictions within which the prospective
employee or contract worker has worked or

resided within the seven (7) years prior to the
check.

This Statute is not met as evidenced by;

Based on the review of recards, the GHMRP
failed to ensure criminal ackground checks
disclosed the criminal history of any prospective
employee or contract worker for the previous
seven (7) years, in all jurisdictions within which
the prospective employee or contract worker has

worked or resided within the seven (7) years prior
to the check,

The finding includes:
Review of the personnal records on September

122007 at 1:00 PM revealed that the GHMRP
tailed to provide evidence that ensured ériminal
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On September 10, 2007, this office was notiied
via fax incident report regarding the death of
Client#1 that oecumed on September 9, 2007 In
the group home in which he resided.
An on-site investigation was inifiated on
September 10, 2007 - September 12, 2007. The
licensure deficiencles cited in this report were
based on observation of the medication nurse,
mnterviews with facility direct care staff,
management and day program staff, review of
medical records and review of habllitation records
as well s review of the unusual incident reports.
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background checks were on file and disclosed for The background check for staff #2 was on file at
Staff #2 s8ven year history of all the jurisdictions the corporate office, not a the facility, -25-07
where the employee resided and has been Refer to attachment # 10
employed, In the future the agency will ensure that all
.. personal records are on files, and available upon
request.
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